reported by Beemer et a12 in two unrelated infants, one of whom subsequently had an affected sib. Not only does this entity differ from the short ribpolydactyly syndromes by virtue of the absence of polydactyly, but also because of its distinct clinical and radiological features. Histological findings were not recorded in any of these three infants.
We have recently observed a similarly affected female infant, who was the second child born to a 27 year old mother and her unrelated 19 year old husband. Their first child was healthy. Intrauterine ascites was noted ultrasonographically at 34 weeks. Labour was induced at term. At birth the baby weighed 3000 g (10th centile), was 42 cm long (<< 3rd centile), and had a head circumference of 1) included a very large anterior fontanelle, flat nasal bridge with anteverted nares, narrow philtrum, high arched palate with prominent midline groove, narrow chest, and distended abdomen. There was no polydactyly and no internal anomalies were noted at necropsy other than moderate ascites. The umbilical cord showed three vessels and oedema at its point of attachment to the umbilicus (fig 1) . Chromosome studies showed a normal female karyotype.
Radiography (fig 2) showed strikingly short horizontal ribs with widening anteriorly, high clavicles, small scapulae, short tubular bones with smooth, rounded metaphyses, mild bowing of the humeri and tibiae which were longer than the fibulae, and marked bowing of the radii and ulnae.
Histological examination showed large vascular channels surrounded by sleeves of loose connective tissue in the femoral epiphysis (fig 3) . The 
